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Revised report as of 9/17/2009 following IDR
request. Example removed from F 309. No
change in scope and severity.

An unanncunced QIS annual survey was
conducted at this facility from July 8, 2009
through July 13, 2009. The deficiencies
contained in this report are based on observation,
interview, review of residents’ clinical records and
review of other documentation as indicated. The
facility census the first day of the survey was 87.
The survey sample totaled 91 residents, which

included 40 census residents, 20 admission  F253 - o o

residents and 31 stage 2 residents. . :
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE Example #1
SS=B ' 1. No resident was affected by this practice.

The facility must provide housekeeping and ; 2. All resident oxygen concentrators were audited

maintenance services necessary to maintain a by nursing to ensure compliance with cleanhnessl}

sanitary, orderly, and comfortable interior. of filters, tubing, and humidifier changes.

This REQUIREMENT is not met as evidenced include compliance with filter cleanliness, j;
EY onob fons 0 " _ tubing, and humidifier changes. Respiratory |
ased on opservations unng e environmental : Y ™ 3 }
four on 7/6/09 through 7/10/09, and staff | Th:fap y Assiﬁiates (.R,;FA) will continue ltco |
interviews, it was determined that the facility failed periorm montnly mamntenance program o (
fo provide housekeeping and maintenance _ concenfrators. An in-service to all nursing staff

services necessary to maintain a sanitary interior. | will be completed by 8/23/09. (see attached

. _ , -+ 4. The Oxygen trackmg sheet will be utilized to
1. The oxygen concentrator filters in resident i dit Xl li ttached
rooms 502, 505, 604A were observed with heavy : audit weekly compliance. (see attached)

-| thick dust. Interview with nursing staff (E2) 8/23/09
revealed the facility nursing staff is supposed to | i
clean them.

i

£

Findings include: b checklist) i
P |

2. Throughout the survey, an offensive odor was ‘x
detected in the 800 unit lounge of the facility. f

. , .i
LAGORATORY DIREZTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE (X6) DATE
. E EE9\S €O
fecorug QO pecrox /2 P

Any Mncy statement endlng with an asterisk (*) denotes a defi cnency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction-is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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revealed the faczll_

rooms 502, 505, 604A were observed with heavy -
thick dust. interview with nursing staff (E2) '

/ nursm staff is su_____osed to

|2. Thrbughout the survéy, an offensive odor was

{ detected in the 600 unit lounge of the facility.

this area on a daily basis (see attached
checklist)

- | STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
'| AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘ COMPLETED
_ A. BUILDING
085043 B NG 07/13/2009
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F 000 | INITIAL COMMENTS F253 ]
Revised report as of 9/17/2009 foliowing IDR
request. Example removed from F 309. No
change in scope and severity. Example # 2
_ 1. Resident safety was not compromised by this |
An unannounced QIS annual survey was practice
conducted at this facility from July 6, 2009 . : leaned daily by
through July 13, 2009. The deficiencies 2. The area is monitored and ¢ Y
contained in this report are based on observation, Housekeeping . |
interview, review of residents' clinical records and 3. The floor care program has been modified to |
review of other documentation as indicated. The increase the carpet cleaning to weekly. (This |
f?:"'ty census the; ﬂ;si d{ag ogf1the S;W?y W";S ﬁT carpet is on schedule to be removed and |
e survey sample totale residents, whic two months
included 40 census residents, 20 admission replaced with vinyl in the nex/::h £ )k
residents and 31 stage 2 residents. 4. Staff has been in-serviced on the use of wor
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANCE orders for any spills, etc. Work Orders are
SS5=B checked a minimum \of 4 times per day.
The facility must provide housekeeping and AM and PM inspections are in place for
oo envcesecessany o maian Housekeeping and Matntnane Deparirts
Y. Y, : to tour the facility, including floors (see _
_ attached checklist)
This REQUIREMENT is not met as evidenced | 8/10/09 |
by: | I
Based on observations during the enwronmentai :
tour on 7/6/09 through 7/10/09, and staff Example #3 . ;
interviews, it was determined that the facility failed 1. The water hose was repaired on 7/9/09
to provide housekeeping and maintenance 2. All hoses in this area have been checked and :
ls:t_aréices peciezs?ry to maintain a sanitary interior. are in working order 1
maings incllice: 3. Staff has been in-serviced on the use of work |
1. The oxygen concentrator filters in résident orders to report any Mam_tenance needs .
4. AM/PM check lists are in place to monittor

810009 |

[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TTITE (XE) DATE

Any deﬁt:iency statement ending wn:h an asterisk (") denotes a deficiency Whtch the lnst:tutlon may be excused from correctmg provudmg at is determmed that .
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the fi indings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursmg homes, the above findings and plans of correction are disclosable 14
'days following the date these documents are made available to the facility. If deficiencies are cited, dn approved:-plan of correctron is requisite to continued
program participation.
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000 | INITIAL COMMENTS bxample #4 5
1. No resident was affected by this practice.
Revised report as of 9/17/2009 following IDR 2. All chairs were checked for proper condition
request. Example removed from F 309. No and repaired or discarded as necessary
change in scope and severity. 3. CNA’s will now utilize the rounds worksheet
An unannounced QIS annual survey was for n.laintenance concerns. An in-service to all
conducted at this facility from July 6, 2009 nursing staff will be completed by 8/23/09(see
through July 13, 2009. The deficiencies attached worksheet)
contained in this report are based on observation, 4. The nursing supervisor will review the rounds
interview, review of residents’ clinical records and )
review of other documentation as indicated. The worksheet and complete wotrﬁ oﬁer f(t)hrn:lshat;t
facility census the first day of the survey was 87. needed. The charge nurse will utilize the shift |
The survey sample totaled 91 residents, which superv1sor report sheet as an audit tool for |
included 40 cerisus residents, 20 admission nursing administration to monitor completion..
residents and 31 stage 2 residents. Monthly safety rounds will be completed to
r; éeg 483.15(h)(2) HOUSEKEEPING/MAINTENANCE ensure compliance, (see attached) |
' The facility must provide housekeeping and S — J;}/ 0_9 },i
- maintenance services necessary to maintain a Example #5 . }
sanitary, orderly, and comfortable interior. 1. The rugs and floors in this area have been
cleaned.
: ve been
This REQUIREMENT is not met as evidenced 2. All carpet and vinyl ﬂoormg have |
by: checked for spots and clea.ned._The floor care
Based on observations during the enwronmental program has been modified to 11101’?_3-5‘? the
tour on 7/6/09 through 7/10/09, and staff : carpet cleaning to weekly. (Carpeting in
interviews, it was determined that the facility failed ‘lounges and other public areas is on schedule
to provide housekeeping and maintenance to be replaced within the next six months)
services necessary to maintain a sanitary interior. . .
Findings include: 3. Staff has been in-serviced on the use of the
' work order system to alert the responsible
1. The oxygen concentrator filters in resident j department in the event of spills, etc. Work
rooms 502, 505, 604A were observed with heavy ; Orders are checked a minimum of 4 times per
thick dust. Interview with nursing staff (E2) a day.
revatethfl."‘ taff i d t 1
e d- L R e : 4. AM and PM inspections are in place for

|2. Thtoughout the survay, an offensive odor was

detected in the 600 unit lounge of the facmty

LABORATORY DIRECTOR S OR PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE

Housekeeping and Maintenance Departments |~

to tour the facility, including ﬂoors (see
attached)

7/14/09

} Any deficiency statement endmg wuth an asterisk (’) denotes a def‘ iciency whech the mstutution may be excused from correctmg prowdmg itis determmed that
other safeguards provide sufficient protection to the patients. (See instructions.) Excépt- for hursing Homes, the findings stated above are disclosable 90 days
following the date of survey whether of not a pilan of correction is provided. For nursing homes, the above findinigs and plans of correction are-disclosable 14
days follpwing the date these documerits aré made available to the facility. If deficiencies are clted an approved plan of correction is. requnsnte to continued
program part:mpatlon .
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the loud speakers indicated the staff had no
towels in the 100 unit for resident showers. On
7/9/09 at 10:20 AM, observations of the 100 and
400 unit clean linen storage closets revealed no
towels and wash clothes on the floors for resident
showers. Unit 600 had five fowels and no wash
clothes. Nursing staff interview (E2) confirmed
this finding. :

A. BUILDING
085043 B WING 07/13/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
704 RIVER ROAD
MILTON & HATTIE KUTZ HOME WILMINGTON, DE 19809
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o 1 PROVIDER'S PLAN OF CORRECTION i [X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTHVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 | Continued From page 1 F 253|
3. On 7/9/09 at 11:00 AM, the laundry washer
hose was leaking and a puddle of water was
observed on the floor of the laundry area. Staff
(E8) confirmed this finding.
4. 0On 7/6/09 at 9:40 AM, a brown Geri chair left
arm rest upholstery was in disrepair and
uncleanable in the 600 unit lounge. The
wheelchair of resident room 5068 had food debris
on the foot rest area,
5, On 7/10/09 at 1:30 PM, floor rugs were
observed stained in the 300 and the 500 unit
hallways. The floor of resident room 103 was :
stained. F 254 .
F 254 | 483.15(h)(3) ENVIRONMENT- LINENS 1. Additional towels and wash cloths have been
§S=C - purchased .
The facility must provide clean bed and bath 2. All linens have been inventoried, and
I'|nens that are in good condition. additional linens have been purchased,
received, and are available for distribution
This REQUIREMENT is not met as evidenced 3. Par levels have been reviewed by Nursing staff
by: and increased to meet the needs of the
?atse‘j on gt:ﬁe;\;ﬁtiofns '?tr;df S_Ea‘;f intirviews,_ i'tl “;‘5 residents; separate locked linen closets have
etermined that the facility failed to have available - s yg s . i
[
sufficient towels and wash clothes in the 100, 400 been established 1n each _umt t(,) eqsure that Lhe ?
and 500 units clean linen storage closets for proper amount of lmer.ls is available for eac
residents' showers. shift (see attached Policy and par Level
checklist)
On 7/9/09 at 10:10 AM, an announcement over 4, Daily inspections of each closet and linen

requisition forms are in place to ensure par
levels are met; Nursing, Housekeeping and -
Laundry staff has been in-serviced on proper
protocols and-use of the linen par system (see -

~  attached)

8/10/09
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F 272 483.20, 483.20(h) COMPREHENSIVE F272 ,
SS=D | ASSESSMENTS 1. MDS coordinator completed an annual MDS ||
The facility must conduct initially and periodically on resident R 52 on 7/11/09. A Care plan was
a comprehensive, accurate, standardized completed on 7/11/09 for mood and behavior.
reproducible assessment of each resident's (see attached)
functional capacity. 2. An MDS/Care plan audit was completed for all
A facility must make a comprehensive residents on 7/20/09. The audit focused on the
assessment of a resident's heeds, using thie RAI completion and accuracy oflnformatlt_)n.
specified by the State. The assessment must 3. The 24-hour report sheet has been revised to
include at least the following: include behaviors and any mental status
[dentification and demographic infermation;: changes. An in-service will be provided to
ggSt"i?iry r ‘t’t”t'”e} reflect the updated 24-hour report sheet by
o muniatiom 8/23/09. The care plan nurse will review the
Vision: ' 24-report sheet daily for any changes and will
Mood and behavior patterns; update care plans accordingly. (See attached) .
Psychosocial well-being; 4. The RNAC will utilize the MDS/Care Planning |
. R . . |
CP;gyr!]st;itrc]::LiLg?ctlonlng and structural problems; Tracking log to ensure completion. (see i
Disease diagnosis and health conditions; attached) ) .
Skin conditions; weekly basis. The audits will be completed
Activity pursuit according to the care conference schedule to |
Medications, _ ensure accuracy and completion. (see attached) |
Special freatments and procedures; 8/23/09 |
Discharge potential; ; ; : '
Documentation of summary information regarding | :
the additional assessment performed through the :
resident assessment protocols; and
Documentation of participation in assessment.
This REQUIREMENT is not met as evidenced
by: :
Cross refer to F27¢ _
Based on record review and interview, it was
determined that the facility failed to conduct a
periodic comprehensive assessment for R52's
FORM CMS-25§7(02—99) Previous- Versions Obsplete - . Event ID: MW2H11 Facility ID: DECO185 . : If confinﬁation sheet.Page 3 6?’ 30
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PREFIX
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paitern status

$5=0 | CARE PLANS

assessment.

F 272 Continued From page 3

mood and behavior patterns. The facility failed to
have a quarterly MDS assessment for Aprit 2009
that addressed resident R52's mood and behavior
pattern status. Findings include:

On 7/9/09, review of social service director (E7)
notes indicated that the resident had emoticnal
concerns that needed to be addressed. Record
review lacked evidence of an MDS assessment
for April 2009 for R52 the last quarterly MDS was |
done in January 2009. A care plan was not
completed for resident R52's mood and behavior .

On 7/10/09, findings were confirmed with the
acting ADON (E3). She stated that she could not
find a MDS for this resident and therefore there
was ncne. A search for the MDS document was
conducted without success for this resident.

F 279 | 483.20(d), 483.20{k)(1) COMPREHENSIVE

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's

| medical, nursing, @nd mental and psychosocial
needs that are identified in the comprehensive

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The care plan must describe the services that are ;
to be furnished fo attain or maintain the resident's
highest practicabie physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided

H
b

F272

F279

1. A Care plan was completed on 7/11/09 for

2.

mood and behavior for resident R 52. »
An MDS/Care plan audit was completed for a11 |
residents on 7/20/09. The audit focused on the |
completion and accuracy of information. '

'The 24-hour report sheet has been revised to

include physical, behavioral and any mental |
status changes. An in-service will be prov1ded
to reflect the updated 24-hour report sheet by
8/23/09. The care plan nurse will review 24-
report sheet daily for any changes. (see
attached)
The care plans will be audited on a weekly
basis. The audits will be completed according
to the care conference schedule to ensure
accuracy and completion. (see attached)
8/23/09.

i

FORM CMS-2567(02-99) FPrevious Versions Obsolete Event 1D: MW2H11

Facility iD: DE00D1385 . If continuation sheet Page 4 of 30




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/17/2009
FORM APPRCVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

085043

(%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A, BUILDING
B. WING
071312009

NAME OF PROVIDER OR SUPPLIER

MILTON & HATTIE KUTZ HOME

STREET ADDRESS, CITY, STATE, ZIP.CODE
704 RIVER ROAD

WILMINGTON, DE 19809

(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATICON)

iD
PREFIX
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F279

F 280
88=E

1 Review of R62's clinical record lacked evidencs

Continued From page 4

due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview it was
determined that the facility failed to ensure that
one (1) resident (R52) had a ¢are plan that
included all of her current assessed needs such
as mood and behavior patteérns. Findings include:

that a care plan for behavior and emotional needs
was developed. While the facility care planned for
psychotropic drugs there was no actual care plan
for mood and behaviors.

Acting ADON (E3) interview on 7/10/09 confi rmed
this finding.

483.20(d)(3), 483.10(k}{2) COMPREHENSIVE
CARE PLANS

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending |

physman a reg:stered nurse W|th responsab:llty

F 279

F 280

dlc:?‘lnlmes as determined by the” res_:idpnfq figeds,

and, to the extent practlcable the participation of
the resident, the res:dent's fam;iy or the re5|dents
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(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interviews it was
determined that the facility failed to review and
revise the care plans for five (5) out of 31-stage 2
sampled residents (R16, R58, R45, R100 and
R48).

Findings include: ,

1. Resident R16 was initially admitted to the
facility on 09/10/2008 with a reentry date of
05/18/2009 following a hip fracture. Additional
diagnoses for this resident included abdominal
pain, constipation, urinary tract infection,
hypertension and dementia. The MDS {Minimum
Data Set} dated 05/25/2009 stated that R16 was
cognitively impaired and was {otally dependent
upon staff for all ADLs (activities of daily living).
This 5 day Medicare assessment and the 14 day
Medicare assessment dated 05/28/2009 MDS
stated there were no pressure ulcers present.
The MDS (30 day Medicare assessment) dated
06/07/2009 stated the resident had 4 { should
have been a 1) stage 4 pressure ulcers. The
nurses's note dated 06/03/2009 and timed 8 PM
noted on right heel 2 5 cm by 4 cm dark blister
with skin intact. The doctor was notified and
among the orders dated 06/03/2009 included :
treatment with skin prep to the right heel, elevate i
heels from bed and to use heel protectors. The

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
085043 07/13/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
704 RIVER ROAD
MILTON & HATTIE KUTZ HOME
WILMINGTON, DE 18809
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION ! (X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) ;
F 280 | Continued From page & -
pages F 280 -

1. Care plans for residents R 16, R 58, R 45 and
R 48 were reviewed and revised by 7/15/09.
Resident R100 was discharged from the facility
on 7/31/09. (see attached)

2. An MDS/Care plan audit was completed for |
all residents on 7/20/09. The audit focused on |
the completion and accuracy of information. |

3. The 24-hour report sheet has been revised to |
include physical, behavioral and any mental
status changes. An in-service will be provided
to reflect the updated 24-hour report sheet by
8/23/09. The care plan nurse will review 24-
report sheet daily for any changes. (se
attached) :

4. The care plans will be audited on a weekly -

basis. The audits will be completed according
to the care conference schedule to ensure

accuracy and completion. (see attached)
8/23/09

j

| — |
i

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:MW2H11

Facility ID; DE0Q185 if continuation sheet Page 6 of 30




PRINTED: 09/17/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FCR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
7 085043 B , 07/13/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

704 RIVER ROAD

E KUT. ' i
MILTON & HATTIE KUTZ HOME WILMINGTON, DE 19809

0t4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG REGULATORY QR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
: DEFIGIENCY)
F 280 | Continued From page 6 F 280
07/01/2009 physician orders repeaated these
orders.

While the facility developed a care plan (CP)
dated 07/05/2008 for (Pressure Ulcers) the
potential for alteration in skin integrity r/t
decreased mobility and ocgasional incontinenceé
the care plan only included the approachies to use
heel protectors when in bed but failed to include
offloading of the heels. Review of the physician's
orders dated 06/19/2009 and 07/01/2009 stated
to elevate the heels from the bed. Additionally the
care plan was never updated to reflect the
development of an actual unstageable pressure
ulcer.

2. R58 was admitted to the facility on 01/09/06
with diagnoses which included left
- cerebrovascular accident(CVA), aphasia,
hemiplegiathemiparesis and glaucoma. The
admission Minimum Data Set (MDS) dated
01/20/06 reflected these diagnoses and also -
listed the following limitations. There was a
limitation in range of motion on one side of the
body and a partial loss of voluntary movement of
the arm and hand. The annual assessmeént of
11/28/2008 under range of motion also stated
limitation of one side of the body.

Physical Therapy evaluation and treatment notes
dated 12/31/2008 stated resident evaluated for
positioning to prevent skin breakdown and further

__contracture ThIS document stated right upper R o

With- Ve]cm_gtcanq

Review of the range of motion quarterly screemng

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID-MWZH11 _ Faciity ID: DE0165 ' If continuation sheet Page 7 of 30



PRINTED: 09/17/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NC. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED

A. BUILDING
’ B. WING
| 085043 N : 07/13/2009
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIP CODE
704 RIVER ROAD

' & HATTIEK A
MILTON UTZ HOME WILMINGTON, DE 19809

© (X4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
© TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 280 | Continued From page 7 F 280 ' Ji
i

by physical therapy dated 05/04/2009 stated the
resident had limited range of motion of the right
foot and knee and limited range of motion of the
right fingers.

The facility developed a care plan for the problem
(ADL Function/Rehab Potential) self-care deficit
related to left sided CVA with right hemiparesis,
aphasia and depression. The approaches
developed failed to be revised fo include any
interventions to prevent further contracture of the
hand and failed to include instructions regarding
right upper extremity positioning.

3. Review of the clinical record for R45 revealed
that this resident was receiving Trazodone at
bedtime. The facility developed & care plan dated
11/29/2007 for (psych-soc/psychotropic drug use)
Psychotropic medication usage related to
dementia, depression, anxiety. The care plan did
not include the problem of insomnia. Additionally
review of the approaches listed on this plan failed
to include any non pharmalogical approaches to
be used prior to or in conjunction with medication
for R45.

4. Review of the clinical record for R100 revealed
that this resident had a care plan dated
04/14/2009 for a problem psychosocial well being
due to life change. The approaches listed failed to
be revised fo include issues-revealed in facility
documentatlon and staff interview. Review of o

LE=a=irary

" "intennew with E19(Facm'ty nurse) on 07/10/2009
at 3 PM confirmed that the care plan was not

FORM CMS-2567(02-99) Previcus Versions Obsolete Event ID: MW2H11 Facility {D: DE0Q185 . If continuation sheet Page 8 of 30



. DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/17/2009
FCRM APPROVED
OMB NOQ. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTICN

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

085043

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ol COMPLETED
A. BUILDING
B. WING
. 07/13/12009

NAME OF PROVIDER QR SUPPLIER

MILTON & HATTIE KUTZ HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
704 RIVER ROAD
WILMINGTON, BE 19809

X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES !
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o]
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION (X5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 280

F 281
$5=D

Continued From page 8

revised to include the resident's concerns about
the delay in dart bus service to her dialysis
appointments, husband's death, panic attacks,
crying and behaviors while at the facility.

Cross refer F281 Ex #2.

5. Review of R48's clinical record revealed a care
plan dated 7/15/08 and entitled,
"(Dehydration/Fluid Maintenance) Potential for
dehydration r/t (related/to) diuretic usage." R48
was re-admitted to the facility, post
hospitalization, on 4/14/09 for syncope secondary
o hypotension-and dehydration.

Although the facility had developed a care plan for
R48, it failed to review and revise this care plan
from a potential problem to be an actual problem
and add or change any interventions necessary 16
ensure the resident's safety and well-being.
During an interview on 7/10/09 with E12, a staff
nurse and E4, the infection control nurse,
confirmed that R48's careplan was. neither
updated nor revised upon the resident's return to
the facility.

483.20(k)(3){i) COMPREHENSIVE CARE PLANS

The services provided or arranged by the facility
must meet professional standards of quality.

/

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of clinical record
and facility policies and interview, it was
determined that the facility failed to meet the-
professional standard of practice for one resident,

R80, out of 31 stage 2 samp]ed residents. _The ]

F 280

F 281

TTacy 1a

I admmisiratich procedire When f___

wed ope

resident (R80) to self administer her oWn meds
without a physician's order Fmdmgs mc!ude
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that included depression. Review of R80's
Quarterly Minimum Data Set (MDS), dated
4/10/09, revealed this resident's cognitive skills |
for decision making were assessed as "modified |
independence” with short term memory problems. |
On 7/10/09 at 10:20 AM, R80 was observed i
requesting assistance at the 400 Wing nurse's
station, stating, "I dropped my pink pill." E12, a
staff nurse, went into the resident's room and
found a dark green pill under R80's bed & stated
that it was R80's “iron pill". E12 wasted the.
medication and gave R80 anocther iron pill from
the med cart.

During an interview on 7/10/09 at 10:30 AM, R80
stated that her meds had been left on her ’
nightstand in & medicine cup next to her water,
R80 confirmed that "lately” this was the way her
pills were ieft for her. '

During an interview on 7/10/08 at 10:35 AM, E12
confirmed that she had "pepped out" R80's meds |
and put them in a cup at her bedside & that the
resident takes them after she finishes her
breakfast. E12 denied that R80 had a physician
order to self-administer meds.

Review of the MAR, reveals that R80 is monitored
for "panic" & "Paranoia" behaviors. 3
Bocumentation on the 7/09 MAR revealed that 9
AM medications given to R80 included Calcitriol
(Vitamin D3), Centrum silver tab (multivitamin),
Paxil {(used to treat depression and panic ;
disorder), magnesium oxide {(magnesium |
supplement), Lopressor (used to treat high blood
pressure), calcium antacid, and Ferrous Sulfate
(iron supplement).
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F 281, Continued From page 9
| F 281
R80 was admitted to the facility with diagnoses 1. The resident was not adversely affected by this

practice.

2. Nurse E 12 has been individually educated and
counseled on proper medication administration
protocols. '

3. Nurses will attend a Medication Pass in-service
including Infection Control by 8/23/09. Each
nurse will complete a Clinical Care
competency test by 8/23/09. (see attached)

4. Nursing administration will complete random
medication pass monitoring utilizing the
Medication Administration audit tool, This Wlll |
be done on an annual basis and as needed with
the results submitted to the QA meeting. (see’
attached)

8/23/09
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Review of the 7/09 Physician's Order Sheet
{POS) and physician's orders revealed that there
was no order for R80 to self-administer hér own
meds.

Review of the facility policy entitled, "Medication
Administration-General Guidelines" stated, " ...B.
Adminisfration ... Residents are allowed to
self-administer medicatiens when specifically
authorized by the attending physician and in
accordance with procedures for

self-administration of medications ... The resident |

is always observed after administration to ensure
that the dose was completely ingestéd ..."

The facility staff failed to follow professional
standards for administering medications, by
failing to observe R80 ingesting her medication

| and allowing the resident to self administer her

meds without a physician's order.
483.25 QUALITY OF CARE

Each resident must receive and the facility must
provide the necessary care and services {o attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on record review, resident observation,
staff interviews, review of other facility

i 'documents it was determlned that the facnllty o

F 281

F 309

to attam@;mamiam-the-h{ghest“praetlcable

three (3} out of 30 sampled residents (ReSIdents

physical, mental and psychosocial well being for |
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R48, R68 and R93) in accordance with their
assessments and plans of care. The facility failed
to implement the interventions listed on the care
plans for two residents (R48 & R68) who were at
risk for dehydraticn. Findings include:

1. Review of R48's clinical record revealed a
care plan dated 7/15/08 and entitled,
"{Dehydration/Fluid Maintenance) Potential for
dehydration 1/t (related/to) diuretic usage.” One
of the approaches listed for this potential problem
included, "Monitor for s/s (signs/symptoms) of
dehydration (poor skin turgor, decreased urine
output, change in mental status, dry mucous
membranes).

Review of R48's clinical record lacked evidence
of monitoring for s/s of dehydration. During an
interview on 7/9/09, E12, a staff nurse, confirmed
that there was no documentation for this
appreach. E12 stated that a physician's order
was needed in order to monitor 1&0s (Intake &
Output).

During an interview on 7/10/08, E17, the Medical
Director, stated that he would expect the facility to
monitor residents who were at risk for
dehydration, for example, what the resident ate
and drank, monitoring weight status, etc. E17
stated that a physician might choose to order
1&0s but staff are not limited from initiating 1&0s
themselves ... they "do not need an order to do
that.. each resident is treated individually." He
would expect that staff would alert him of any
changes such as increased lethargy, weight
changes, decreased appetite, decreased overall
energy... E17 confirmed that whan R48's status
changed from a "potential” risk for dehydration to
an "actual”" diagnosis of dehydration, that the
facility should have updated the problem and
approaches on the care plan.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION i (x5)
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i P
F 309 | Continued From page 11 : ‘
F 309

Examples #1 and #2
1. After review of the residents R 48 and R 68 and

their records, it was determined that [ and O’s
were not necessary due to. stability of medical
condition. Care plans for those residents were

* revised. (see attached) :

2. All residents will be reviewed for intake by
utilizing the revised meal consumption record.
(see attached) :

3. An in-service will be provided for the nursing
staff on the meal consumption record and signs
and symptoms of dehydration. Any resident on
diuretic therapy will be monitored every shift
for signs and symptoms of dehydration, and
documented on the Medication Treatment
Record. _

4. Tn the event that an issue is identified, the

- charge nurse will document accordingly and
request a dietician to consult. -

8/23/09
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During a surveyor interview on 7/10/08 with E17,
the Medical Director, stated that he would expect
the facility to monitor residents who were at risk
for dehydration, for example, what the resident
ate and drank, monitoring weight status, etc. E17
stated that a physician might choose to order
1&0s but staff are not limited from initiating 1&0s
themselves ... they "do not need an order to do
that.. each resident is treated individually." He
would expect that staff would alert him of any
changes such as increased lethargy, weight
changes, decreased appetite, decreased overall
energy...

3. Observation and resident interview on
7/8/2009 at 8:40 AM revealed that resident RS3
was very upset regarding the late breakfast-tray.
This resident complained "Why is my breakfast
tray late every day... | am diabetic...sometimes
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F 309 Continued From page 12 F 309 i
Buring an inferview on 7/10/09 with E12, a staff
nurse and E4, the infection control nurse, Example #3 o )
confirmed that there was no evidence in the 1. The insulin schedule for resident R 93 was
clinical record regarding R48's skin turgor, adjusted to accommodate his needs during
mucous membranes, etc. The facility failed to breakfast per his request as discussed during a
implement their listed approach on R48's care . th resident and famil 2/31/09
plan for monitoring for s/s of dehydration. meeting with resident and family on .
2. All diabetic residents were reviewed by Nursing |
2. Review of R68’s clinical record reveals that “ for timeliness between insulin administration- |
this resident was at risk for dehydration related to | and meal times. .
Fhuretxc usage. A nutn'g:on care pi_a_n dateq 1/15/09 Dining Services staff was in-serviced on
included approaches listed for this potential ident di 7/21/09 and i £
problem "Monitor labs, wts, intake inc. fluid resident diets on /7. and importance o
intake™. timely meals to residents with special needs |
Review of R68's clinical record lacked evidence (see attached in-service records). |
?;9%%""‘?&“82%‘4"t’h'"t:_k?- During a;_ n '"tir}(’}:e‘:’ on 3. Residents with special needs/diets are reviewed |
Wi , the dietician, connrme a )
there was no documentation for this approach. cach dgy at c%lali‘y p;e mfli‘l Iln:ztmgsiq by the
E20 stated that a physician's order was needed in Executive Chef and or the lead cook. i
order to monitor 1&0s (Intake & Qutput). 4.

Morning Dining Services tray line staff has
been re-aligned and S

a “checker” has been put into place. The am
supervisor is responsible for monitoring the
timeliness and accuracy of the meal trays and
delivery.

8/06/09
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1 individual's clinical condition demonstrates that

_ (R18). Additionally the facility failed to ensure ]
Tthatin *rven fONs lmp emented were effectivem 7~

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the

they were unavoidable; and a resident having
pressure sores receives necessary treatrment and
services to promote healing, prevent inféction snd
prevent new sores from developing.

This REQUIREMENT is not mét as evidenced
by:

Cross refer to F441, F280

Based on record review, observation and
interviews it was determined that the facility failed
to prevent the development of a new pressure
ulcer for one out of 40 census sampled residents
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F 309 | Continued From page 13 F 309
feel faint..." Resident interview revealed that
receiving the breakfast tray late is a constant
problem, the resident has an Accuchek done at -
6:30AM and gets an insulin injection about 1.hour
later at 7:30AM. Resident is to receive breakfast
at 8:00AM (1/2 hr after their insulin dose).
Interview with the Medication Nurse confirmed
that the Accuchek is done at 6:30AM, has a
Doctor's order for sliding scale coverage, insulin
is given at 7:30AM and breakfast is t6-be given
1/2 hr later at 8:00AM. Resident R93 received the
breakfast tray at 8:.45AM. Residentinterview
revealed that sometimes snack is needed if the

- | breakfast tray is late to avoid feeling faint.
F 314 | 483.25(c) PRESSURE SORES F 314
88=G i

& h@‘dEVﬁbpeu B

' unstageable pressure ulcer Findings mclude

|

H
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Resident R16 was initially admitted to the facility
on 09/10/2008 with a reentry date of 05/18/2009
following a hip fracture. Additiohal diagnoses for
this resident included abdominal pain,
constipation, urinary tract infection, hypertension
and dementia. The MDS (Minimum Data Set)
dated 05/25/2009 stated that R16 was cognitively
impaired and was totally dependent upon staff for
all ADLs (activities of daily living). This MDS {5
day Medicare assessment) and the 14 day
Medicare assessment dated 05/28/2009 MDS
stated there were no pressure uicers present.
The MDS (30 day Medicare assessment) dated
06/07/2009 stated the resident had 4 ( should
have been a 1) stage 4 pressure ulcers. The
nurses's note dated 06/03/2009 and timed 8 PM
noted on right heel a 5 cm by 4 cm dark blister
with skin intact. The doctor was notified and
among the orders dated 06/03/2009 included
treatment with skin prep to the right heel, elevate
heels from bed and to use heel protectors. The
07/01/2009 physician orders repeated these
orders. The skin condition record dated
06/03/2009 identified one area on the right heel
as an intact blister 5 cm X 4 cm with the wound
bed dark in color and surrounding skin and tissue
edges also dark. The weekly pressure ulcer
record dated 06/16/2009 staged the right heel as
unstageable with measurements of 5.5 ¢cm X 4
cm wound bed black. The weekly pressure uicer
record dated 06/30/2009 listed under the
prevéntative measures heel protectors and a foot
cradle,

While the facility developed a care plan (CP)
dated 07/05/2008 for (Pressure Ulcers) the
potential for alteration in skin integrity it
decreased mobility and oceasional incontinence

1. Care plan for resident R 16 was updated on

7/14/09. CNA care plan for R 16 was updated '

on 7/13/09. The resident’s care plans now
reflect positioning to include complete heel
offloading in a geri recliner and in bed. The

resident’s wound continues to heal as evidenced

by the eschar peeling away and new skin
underneath pink and intact. Resident was
subsequently diagnosed via a Doppler study
conducted on 8/8/09, with bilateral femoral
arterial occlusions (see attached).

2. A new CNA data sheet has been developed to

communicate all residents’ needs and devices.

3. Wounds will continue to be discussed during
the Skin, Weight, Infection, Falls, Team
(SWIFT) meetings. Documentation of skin
checks on shower days will continue and will
be reported to nurse. American Medical
Technology will conduct a wound care in-
service on 8/18/09. :

4, The SWIFT team, along with wing charge

nurses will conduct wound/skin care rounds o ;
- aweekly basis. During that time, the team will|
. check for compliance of off loading and other

preventative measures, as well as proper

infection control technique. The findings will

be included in the report at the monthly QA
meeting. '

8/23/09

i
i
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the care plan only included the approaches to use
heel protectors when in bed but failed to include
offloading of the heels. Review of the physician's
orders dated 06/19/2009 and 07/01/2009 stated
to elevate the heels from the bed.

During Interview with the Physical Therapist (E15)
on 07/09/2009 at 10:20 AM revealed that in
addition to the boot being applied fo the right heel,
it was expected R16's heel would be elevated off
of the bed via a foam device. However, this
approach failed to be included on the resident's
care plan. During an Interview with the hurse
{E16) at 5:30 AM on 7/13/2009 it was revealed
that the CNAs know what care {o provide based
on the CNA care plan. However the CNA CP also
| failed to include instructions regarding the foam -
device and off loading of the heels.

Observations of R16 during the survey revealed
the following:

On 07/09/2009 at 8:40 AM Resident (R16) was
observed in bed with a foam boot on the right
heel. The boot had a hole in it for the heel to be
placed in it but it was not applied in that manner. j
Although the foam boot was on the right heel was: |
directly on maitress. The CNA (E14) removed . |
the boot and the heel was observed to have a
dark black necrotic area about the size of a half
dollar. The resident positioned on her back with
the heel resting on the bed. There was no foam .
cushion in place to glevate the heel.

__|On 07/09/2009 at 8 PM Resident (R16) observed | 1

= fnam&usmoniouelevat&me-heefc was.-nokin

place. While the boot was in place the heel still -
rested on the bed.
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On 7/10/2009 at 8 15 AM R16 was observed in
bed with the boot on the right heel with the foam
cushion in place to off load the heel.

On 7/13/2009 at 5:30 AM R16 was obiserved in
bed with the left boot in the bed and not on her
foot. The right boot was on the foct but the foot
was resting on bed. There was no foam cushion
in place. Interview with (E16) the nurse at 6:50
‘AM revealed that CNAs know what care to
provide based on the CNA CP. However the CP
just stated to have the boots in place and there
was no mention of the foam cushion or off loading
of the heels,

Interview with the inservice Director (E4), and the
{ {E12) nurse caring for R16 on 7/13/09 at 7:15 AM
_ | reviewed positioning issues, lack of revised care
- |.plan and the development of a pressure ulcer for

' this resident who entered the facility without a
pressure ulcer.

The Inservice Director (E4) started inservices
immediately following notification of the concerns
: for R16. '
F 318 | 483.25(e)(2) RANGE OF MOTION F 318: : TG
$8=D
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate freatment and services to increase
range of motion and/for to prevent further
decrease in range of motion. :

e N <
- | Based on record review, observation and :
interviews it was determined that the facility failed :
s . [ R B i 5
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to ensure that a resident with a limited range of
motion receives appropriate treatment and
services to prevent a further decrease in range of
maotion for one out of 40 census sampled
residents (R58). Findings include:

R58 was admitted to the facility on 01/09/08 with
diagnoses which included left Cerebrovascular
accident{CVA)}, aphasia, hemiplegia/hemiparesis
and glaucoma. The admission Minimum Data Set
(MDS) dated 01/20/06 reflected these diagnoses
and also listed the following limitations. There
was a limitation in range of motion on one side of
the body and a partial loss of voluntary movement
of the arm and hand. The annual assessment of
11/28/2008 under range of motion also stated
limitation of one side of the body.

Physical Therapy evaluation and treatment notes
dated 12/31/2008 stated residerit evaluated for
positioning to prevent skin breakdown and further
contracture. This document stated right upper
extremity positioned on cushion covered material
with velcro straps

Review of the range of motionh guarterly screening
by physical therapy dated 05/04/2009 stated the
resident had limited range of motion of the right
foot and knee and limited range of motion of the
right fingers.

The facility developed a care plan for the problem
(ADL Function/Rehab Potential) self-care deficit
related to left sided CVA with right hemiparesis,
aphasia and depression. The approaches
developed failed to include any interventions to
prevent further contracture of the hand and failed

1. Resident R 58 was placed on the Medicaid
Maintenance Program for Range of Motion,
but has consistently refused treatment from
8/4/09 to 8/11/09. The resident’s care plan has
been updated to reflect non-compliance.
Resident R 58 will be approached quarterly to
determine possible interest in treatment (see
attached)

"2, All residents were audited to ensure that

therapy screens were completed and accurate.
3. A Range of Motion assessment is to be
completed by the Rehabilitation department on,
a quarterly basis for all residents. Based on .the
ROM assessment, a rehabilitation screen will |
be initiated and residents evaluated for therapy }
- services (see attached). .
4. A Range of Motion log will be utilized by the

Rehabilitation department as the

audit tool to ensure that each resident is |

assessed on a quarterly basis. The Restorative !

Log will be utilized by the Care Plan nurse as | |
the audit tool to ensure that residents are on
appropriate programs. Both tools will be
reviewed at the monthly QA meeting. (see

attached)

7/31/09

|
i
|
|
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F 318 Continued From page 18 F 323 ' i
to include instructions regarding right upper Example #1 , ‘
extremity positioning. 1. No residents were affected by the deficient

' . practice. 7
Observations of R58 on 07/09/2009 and 2. A now policy and procedure for h’;dmc"lllf‘or
07/10/2009 revealed right upper extremity not machine locking will be put into place, where
positioned on elevated wedge of wheel chair. . machine will be locked and un-locked at each

use. The staff was in-serviced on new policy
and procedure on 8-11-2009 (see attached).

During an interview with the physical therapist .
(E15) on 07/10/2000 at 8:30 AM she stated the | 3. A log has been posted next the hydrocollator q
resident does not have confractures even though a_nd each staff member will need to check and !
resident has limited range of motion. The _ sign after each use of the hydrocollator. The |
therapist confirmed that R58 was noton a logs will be filed in Logbook along with j
restqrative program. Review _of a documept f : hydrocollator temperature and cleaning -‘
provided by E15 listing all residents receiving : hedule (sec attached) |
therapy-confirmed that R58 was noton a ‘3 Sche ., . f
restorative program. : 4. The Department D%rector will COHf,luct Weeklyf
i checks at random times for compliance. |
The facility failed to ensure that R58 received Lo Compliance will also be monitored during |
' :?glgﬁz :ﬁ] g::ent a further decline of the right - | mpnthly safety rounds 8/11/09

F 323 | 483.25(h) ACCIDENTS AND SUPERVISION - Example #2 : .

SS=D a 1. An adjustment was made to the mixing valve
The facility must ensure that the resident : _to lower the hot water temperature to 110
environment remains as free of accident hazards | degrees on 7/9/09
as is possible; and each resident receives ' : . .
adequate supervision and assistance devices to - 2. The entire facility was checked and found to be

prevent accidents. 7 - in comphance on 7/9/09 |
' : 3. Daily spot checks of hot water temperature will
- continue be made throughout the facility by the

: Maintenance department
This REQUIREMENT is not met as evidenced 4. Daily recorc_ilpgs of hot water temperaturtes are |
by: . ! ' logged; additionally, the Laundry staff will also

record and monitor the hot water temperatures
during the day.(see attached checklist)
) 7/14/09
| i .
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F 323 Continued From page 19 F 323
temperatures above 110 degrees Fahrenheit, Example #3
chemicals and hydrocolfator uniocked and 1. No residents 'were affected by this practice.
accessible. Findings include: 2. Separate locked linen closets have been
1. On 7/9/09 at 3:50 PM. an unlocked established in each unit, eliminating the use of

'| hydrocoltator with a temperature of 160 degrees the un—lock_ed closets

Fahrenheit was observed in an unattended and 3. Nursing staff will monitor the storage of -
uniocked physical therapy room. personal hygiene items in resident rooms and
2. On 7/9/09 at 8:46 AM, the hot water f.uzl.lc . .ﬂm";%gmlllt the shift 3nd document
temperature in resident rooms 108 and 110 hand | indings during shift change rounds (see
sinks were measured at 117 and 118 degrees revised checklist). Staff will be in-serviced on
Fahrenheit respectively. On 7/9/09 at 9:21 AM, /' the revised form |
thedss?églﬁte‘tdi;ing roomd‘l ??Thsnd sink (for 100 4. Charge nurse is responsible to review all shift :
an units) measure egrees . . g
Fahrenheit. Maintenance staff (E8) interview change rounds_rep orts._ Compliance will also be!
revealed a minor adjustment was made to the monitored during routine rounds and monthly
boiler mixing valve setting. On 7/9/09 at 6:05 PM, safety rounds. :
temperatures in room 108 and satellite dining - 8/23/09
room were measuring 102 and 103 degrees
Fahrenheit respectively.
Interview with the maintenance staff (E8) on
7/10/08 indicated the hot water temperatures
were measuring about 106 degrees Fahrenheit :
after an-adjustment was made to the boiler hot ;
water mixing valve. ?
3.°0n 7/9/09 at 10:20 AM, various bottles of
resident personal soaps, shampoos were
observed accessible to residents in two unlocked
clean linen storage closets.

F 362 483.35(b) DIETARY SERVICES - SUFFICIENT F 362

gs=g | STAFF :
The facility must employ sufficient support
personnel competent to carry out the functions of
the dietary service,

|
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At 12:40 PM, resident interview {R80) and her
family member on table 10 revealed that the food :
is always late. The family member stated "you
see, we have no food yet" At 12:59 PM, ancther
resident family member stated that they do not
have enough servers and food is always late.

On 7/7/09 at 5:10 PM, observation of dinner
service on the satellite 600 unit lounge revealed
that two residents (R25 and R68) had not been
served while everyone else was eating. The two
residents’ meal trays were cbserved on the
delivery meal rack in the lounge. Certified Nursing
Assistant (CNA), E13, interview revealed that the
staff needed fo finish feeding the resident she

was feeding before she could start feeding the
residents waiting on either end of a table or on

|
I

A. BUILDFNQ
L WING |
085043 8w 07/13/2009
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' 1. No residents were affected by this pract1ce
2. The 600-wing dining room will no longer be
' Th!s REQUIREMENT is not met as evidenced used for I'eSident meal Service’ alld those
by: o - : residents will move to the Satellite dining room
Based on observations, interviews, and meal off for feedi 4 d
schedules, it was determined that the facility to ensure more staif for feeding residents and
failed to provide meals in a timely manner as observation.
evidenced by meals being served late and Upon review of documentation provided to
insufficient staffing. Findings include: survey team it was acknowledged that the
N 14 v 1} * - -
On 7/6/09, observation of lunch service on the Meal Times SCh?dUIe 18 reﬂeciflve only of '
main dining room revealed that the meal was onset of meal service not the entire meal
served up fo 12:55 PM and showed only two service period. The posted policy has been
servers serving the meals. Residents were corrected to reflect this as well. (see attached) .
observed afriving at the main dining room by 3. An in-service will be provided to nursing staff ]
11:30 AM. The facility's "Meal Times" schedule ' . : :
for lunch stated the main dining room meal times 01} p;roper fefadlng practices and techniques.
to be between 11:45 AM and 12:15 PM. At 12:46 Dining Services staffing changes have been
PM, four tables were observed without meals made and Dining Room Captain’s have been
(table 2, 8, 10, and 17). At 12:55 PM, the last identified to ensure enough properly trained
table was served. wait staff are available at all meal times.
4. The charge nurses will monitor both dining

rooms during each meal service for compliance

- and review the meal consumption records

In addition, the Dining room schedule is being
monitored by the Director of Dining and the
Executive Chef as well. Realignment of
positions took place on 8/10/09. The schedule :
changes and realignment of duties ensure that
between the Director, Chef and Captains two
supervisory level personnel are present at both -
lunch and dinner in the Main Dining Room to
monitor service. This ensures adequate stafﬁng
to be available (see attached).

8/23/09

FORM GMS-2567({02-99) Previous Versions Obsolete

Event 1D: MW2Z2H11

‘Facility ID: DEGO185

If continuation sheet Page 21 of 30




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/17/2008
FORM AFPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
085043 07/13/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MILTON & HATTIE KUTZ HOME 704 RIVER ROAD
WILMINGTON, DE 19809
X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o | PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY COR LSC IDENTIFYING INFORMATION) TAG \ CROSS-REFERENCED TQ THE APPROPRIATE DATE
. { DEFICIENCY)
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the side. Staff E13 stated that the resident's trays Example #1
were on the rack covered so their food would stay . . :
hot. Two additional staff members were feeding 1. No resu'lents "Yere affected b?’ this p.ractlce
residents in the 600 unit lounge. 2. Corrective action was tak.en immediately to
insure that all items running through the
Observation of dinner service in the main dining dishmachine were propeﬂy sanitized by
room on 7{9/09 at 5:35 PM, revealed that a table installing an Ecosan sanitizing solution
of four residents (tabie 11} had not been served di , the dishmachi
dinner while the rest of the residents in the room 1spenser to the disnmachine. )
were finishing their meals and most tables were | American Kitchen, our contracted repair
eating dessert (cookies). Resident at table 16 company, was called on 7/7/09. They came
(R79) was served her meal at 5:39 PM. Whien out the same day and conducted an evaluation
asked residents at one of these tables why they |- of the dish machine unit. Repairs were made to!
were not eating yet, the residents stated they | he b . 7/20/09. including th w
were still waiting for their meals and one said the booster unit on » INCluAIDg e
"look, other resident are getting their desserts”. || installation of a new thermostat and new high-
Within minutes of talking to the residents, their limit switch. On 7/15/09 and a new water board
food plates were finally brought to the table. i was installed and the final rinse gauge cam
An interview with the facility Food Service Director assembly and wash hed él;enl:l(())stgt Were ot
(E9) on 7/14/09 stated that they need to make | | replaced. (See attached Work Order reports
adjustments to their staffing schedules, so that from American Kitchens)
they have enough people working during meals to  ; 3. Dining Services staff were in-serviced on
serve residents in a timely manner. ¥ 7/22/09 (see attached training records) by the
Zgz; 483.35(i) SANITARY CONDITIONS Ecolab representative regarding the proper
" The facility must - procedure for engaging the sagitizer if 'the .
(1) Procure food from sources approved or operating temperature of the dishmachine unit
considered satisfactory by Federal, State or local is not adequate. In addition, Dining Services
authorifies;and _ staff was also in-serviced on 7/22/09 (see
Elzn) dztrosfgb ﬁ;epir:ﬁéii;%ggute ard serve food attached in-service training records) that
i dishmachine temperatures are to be checked
and recorded daily by the dishmachine
operator. If the temperatures are too low, staff
has been trained to notify management
This REQUIREMENT is not met as evidenced | immediately so that appropriate corrective
by:; i ; actions can be taken.
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observed in use for cleaning pots and a fest strip :
was used to detect the concentration of the :
sanitizer. No sanitizer was detected in the :
quaternary solution. The staff was in-serviced on !
the spot by the food service director (E9) for _
testing the sanitizer and for not using the dairy | |
sink for washing pots. |
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Based on observations and interviews in the 4, AM and PM Supervisors are checking the
dietary area on 7/6/09, and 7/9/09, it was dishmachine operating temperature logs twice
determined that the facility falleq to prepare, daily to insure that temperatures are being
serve and store food under sanitary conditions. . ..
Findings include: checked, recorded and corrective action is
taking place when necessary.
1. On 7/9/09 at 12:10 PM, observations of the. 7/22/09
hot-water temperature dishwasher unit in the Example #2
kitchen revealed that the wash cycle gauge was 1. No residents were affected by this practice
reading 135 degrees Fahqenhlsi’gr and the rinse 2. Contents of the dairy sink from the morning
cycle gauge was reading 135F. These . . . g
temperatures should be 150 degrees and 180 m.eal Were 1mrp?d1ately e_mptled and I:e.ﬁ lied
degrees respectively, if the unit is operating with clean sanitizer solution. The samtizer
properly. A test strip to confirm the proper solution was checked to make sure it was at the
temperature inside the unit was used and it did proper concentration.
not turn black to show that the unitwas Ecolab performed a service caH on 7/23/09 to
t?easfunng the proper temperatures to sanitize :: check the solution stren g‘th of the sanitizer
e dishes. The facility and surveyor 4 ) . .
thermometers were then used to measure the solution for both the meal and dairy sinks. (sce
highest internal temperature of the unit at the dish attached Record of Service call). The Ecolab
surfaces and read 135 degrees Fahrenheit. representative discovered that the solution
2. On 7/9/09 at 12:30 PM, a dietary food service strength ":1?5 n"t(‘ilp todthtehpmper le‘fe}[ th
employze was asked to confirm the presence of a concent‘ra on and made the appropriale change
sanitizing agent in a three compartment pot sink to the dispenser.
in the Kitchen using a test strip. Sanitizer was not 3. The solution strength is checked, logged, and
detected. 150-400 PPM concentration is required monitored three times per day. Dining Services
to sanitize dishes at this t.hree—'compartment sink staff were in-serviced on this procedure on
based on the manufacturar's label on the bottte of . . .
the quaternary sanitizer. 7/22/09 (see attached in-service {raining
records).
Additionally, a three-compartment dairy sink was | 4. Effective July 2009, an Ecolab representative

will conduct a monthly inspection of all
chemical dispensing units to insure they are
operating properly. A full report of the
inspection, including any corrective action that |
was performed and any recommendations will
be given to the Director of Dining Services so
that it can be reviewed and appropriate follow .
up action, if necessary, can be initiated.

AM and PM Supervisors are checking the
Sanitizer solution logs three times a day to
insure that concentrations are being checked,
recorded and corrective action is taking place
when necessary.

7/22/09
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refrigerator in the kitchen was observed leaking
onto the dairy products (creamers) of the
refrigerator. On 7/9/09 at 12:15 PM, the
refrigerator was still leaking but food products had
been moved to the side and a tray had been
placed to collect the water leaking into this area.

6. On 7/9/09 at 12:33 PM, one male dietary staff
in the kitchen was observed walking towards the
stearn table with a potatc chip bag and was
observed eating potato chips from the bag and
then observed serving chips from the bag onto
resident plates. Additionally, two dietary staffs
were observed serving food at the steam fables
such as placing breads on resident plates, .
opening jars, opening doors to dining area, and
touching clothing without washing hands. The

FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: MW2H11

n | PROVIDER'S PLAN OF CORREGTION (x5}
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; DEFICIENCY)
F 371 Continued From page 23 F 371
Example # 3
3. On 7/6/09 at 7:45 AM and 7/9/09 at 12:11 PM, 1. No residents were affected by his practice
| utensils such as forks, spoons, knives on the ’ :nine Servi s ff . iced on
ready-to-use storage rack in the kitchen were 2. Dining Services statl was in-serviced o
observed stacked un-inverted, yncovéred, and 7/20/09 with regard to the proper procedure for
with the food contact area exposed to storing utensils, as per policy. (see attached.
contamination. The'.utensils were st'ored' in a high policy and in-service training records)
traffic area by the dishwasher area in the kitchen. 3. All new hires will be in-serviced regarding this
4. On 7/9/09 at 12:13 PM, two dietary staff hand Policy during the new hire orientation process
sinks hot water temperature in the kitchen and (see attached FoodHandler On-the-Job
the dietary staff bathroom hand sirk hot water Orientation and Training Record)
temperatures were detected at about 84 degrees 4. Line Supervisors monitor and check utensils
Fahrenheit. This is lower than 110F required by before and after each meal service
the 1999 food code regulations. . . .
] Management will inspect compliance with
5. On 7/6/09 at 7:45 AM and 7/9/09 at 12:15 PM, Policy during daily rounds and during the
observation of the kitchen ice cream freezer department’s Monthly Sanitation Audit (see
revealed frost on the sides of the freezer and on : ‘
: . attached).
top of ice cream containers. ' 7/23/09
On 7/6/09 at 7:45 AM, the reach-in dairy Example #4 -

1. No residents were affected by this practice.

2.

Staff was immediately directed to not use the
hand sink identified, and to use the hand sink
located in kitchen next to the steam table on the
meat side. A foam hand sanitizer solution has
been placed at this sink as well.
The Community Works Department inspected .
the plumbing system on 7/7/09. Based on their |
findings, an outside plumbing contractor was |
hired to modify the plumbing in order to insure
the availability of 110 degree hot water at all
sinks in the kitchen at all times. This work will
be completed by 8/23/09. '
Temperatures will be checked three times a day
by supervisors and management and recorded. |
Maintenance will be informed immediately if
temperatures are not at least 110 degrees.
8/23/09
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F 371 | Continued From page 24 F 371
staff kept the same pair of gloves and did not Example #5
replace gloves or wash their hands to remove the 1. No residents were affected by this practice
otential fi tamination. T )
potential for contami 2. Ice cream freezer was removed from premises
On 7/6/09 at 12:25 PM, one male dietary staff on 7/20/09
(Staff 1) was observed cleaning up and picking up 3. Ice cream is now properly stored in walk-in
dirty plates from one resident table, returning to freezer
kitchen steam table and dining area with clean
dishes filled with food and placing on resident 4. Dining Service Ma.nagement will monitor
tables. On 7/6/09 at 12:29 PM, a second staff compliance regarding the proper storage of |
(Staff 2) was observed opening jars and doing food during daily rounds and during the
different tasks in the kitchen (to serve food for department’s Monthly Sanitation Audit.
funch) at the steam table with the same gloves 7/20/09
without washing hands or replacing gloves, and ) 3
proceeding to serve food plates at the dining 5
tables. o
Example # 5 (continued)
Additionally, dietary staff (Staff 1) tossed food in 1. No residents were affected by this practice |
the garbage can in the kitchien and was observed 2. Food products stored on the side of the ;
returning to the steam table and continuing to reffigeration unit - diatel f
handle foeod and then returning to dining tables g unit in question were imme ate y
without washing hands or replaging gloves.- relocated to the opposite 31de Of the
_ . refrigeration unit. i
7.0n 7/6/09 at 7:30 AM, one staff member was - Foy Refrigeration was contacted on 7/7/09. On |
observed without a hair net while another was 7/7/09 Foy’s technician conducted a service
improperly wearing a hair net only covering half of call and the refiioerati d
the head. On 7/9/09 at 12:30 PM, three dietary A and the refrigeration unit was rePa“"e (see
staffs had hair nets on half way and were not attached work report). :
covering their hair completely. 3. Staff are responsible to check the refrigeration
_ o S ' unit daily and if there are any issues, a work
Director of Dining Services interview (ES) order is'to be created by the AM or PM ’
confirmed these findings. . ? : . '
£ 431 | 483.60(0), (d), (¢) PHARMACY SERVICES Supervisor and turned into the maintenance
SS=D . department immediately
The facility must employ or obtain the services of 4. AM and PM Supervisors are momtormg
a licensed pharmacist who establishes a system compliance as part of their dally checklist
of records of receipt and disposition of all L during rounds
controlled drugs in sufficient detail fo enable an | -
accurate reconciliation; and determines that drug 7/20! 09
I : . -
Facitity 1D: DEDD185 If continuation sheet Page 25 of 30
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staff kept the same pair of gloves and did not '
replace gloves or wash their hands to remove the Example # 6 . .
potential for contamination. 1. No residents were affected by this practice
L e 2. Employees identified have been educated and
On 7/6/09 at 12:25 PM, one: F“f"!'?‘ rdletary._rstaff_ } counseled. All staff was immediately in-
(Staff 1) was observed ¢leaning up and picking up . serviced on i food handli d as |
dirty plates from one resident table, returningto |- Serviced on proper 100d handiing procedurcs as |
kitchen steam table and dining area with clean well as hand washing and glove use per policy
dishes filied with food and placing on resident (see attached)
tabies. On 7/6/09 at 12:29 PM, a second staff 3. Subsequent in-services were held and
(Staff 2) was observed opening jars and doing
different tasks in the kitchen (to serve food for : mana%ement team has been monltormg
lunch) at the steam table with the same gloves compliance .
without washing hands or replacing gloves, and 4. Continued training and checks by AM and PM
proceeding to serve food plates at the dining Supervisors are in place to monitor the
tables. effeétiveness of the in services and policy.
Additionally, dietary staff (Staff 1) tossed food in ' 7/22/09
the garbage can in the kitcheri and was observed :
refurning to the steam table and-continuing to Example # 7 _
handle food and then returning to dining tables 1. No residents were affected by this practice
without washing hands or replacing gloves. 2. Employees involved have been educated and
7. On 7/6/09 at 7:30 AM, one staff member was counseled. All staff was 1;1 hservmed on v
observed without-a hair net while another was _appropriate application of hair nets (see
improperly wearing a hair net only covering half of - attached in-service sign in sheet) X
the head. On 7/9/09 at 12:30 PM, three dietary 3. Policy was reviewed on how and when halrnets !
staffs had hair nets on half way and were not " are to be worn.
covering thelr hair completely. 4. Management is monitoring the proper use of
Director of Dining Services interview (E9) hairnets daily
. _confirmed these findings. 7/20/09
F 431 | 483.60(b), (d), () PHARMACY SERVICES '
§S=D |
The facﬂity must employ or obtaln the servrces of j o
i of rer*nmq of FPQEIpf F=Talal m::nnmhg_q - _ - =
" | controlled drugs in sufficient detail {o'enable an
accurate reconciliation;. and determmes that drug

FORM CMS- 2567(02 -39} Previous Versions Obsolele ] Event ID: MW2H11
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records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
labeled In accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit cnly authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of

controlied drugs listed in Schedute H of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, it was
determined that the facility failed fo lock the med
cart twice during the medication pass
observation. Findings include:

Review of the facility policy entitled, "Medication
Administration-General Guidelines" stated, " ...B.
Administration ... During the administration of

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG i GROSS-REFERENGED TO THE APPROPRIATE | DATE
i DEFICIENCY} |
. 1 |
i |
F 431 | Continued From page 25
, F 431

1. No residents were affected by this practice.

2. Nurse E 18 was individually educated and
counseled on this practice.

3. Nurses will attend a Medication Pass in-service
including Infection Control by 8/23/09. Each
nurse will complete a Clinical Care
competency test by 8/23/09 (see attached).

4. Nursing administration will complete random
medication pass monitforing utilizing the
Medication Administration audit tool. (see
attached) This will be done on an annual basis
and the results submitted to the QA meeting.

8/23/09
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medications, the medication cart is kept closed
and locked when out of sight of the medication
nurse... No medications are kept on the top of the

-| cart. The cart must be clearly visible to the

personnel administering medications, and ... must
be inaccessible to residents or others passing
by."

at 9:40 AM, the med nurse, E18 was preparing
meds for R98. The call bell alarmed in room
#105A. E18 left her med cart on the opposite
side of the hall, unattended, unlocked, and out of
her view with 16 blister packages of medications
sitting on top of the pull-out shelf of the cart.
These meds were easily accessible to any
passing residents. Additionally, E18 left the MAR
{Medication Administration Record} opened with
R98's personal information displayed.

1b. Buring the Med Pass observation on 7/12/09
at 10:05 AM, the med nurse, E18 was preparing
meds for R85. £18 left the cart parked cutside
room #103 in the hall while she washed her
hands in the resident room #101. The med cart
was once again left out of E18's view, unlocked,
unattended and accessible to residents or others
passing by.

During an interview on 7/12/09 at 11:10 AM, E18
stated, "l never lock it." adding that shé parks
the car in front of the resident's room. [t was
pointed out to her that when the cart was left
unlocked, it was out of her sight, left unattended

1a. During the Med Pass observation on 7/12/09 :

and was accessible to other resid_ent_s orothers + .+
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SEpassing-by. 18 agreed.  TTe taciity jaied 1o

privacy of R98's MAR during the med pass

| observations on 7/12/09.

safagiiam medications and failed fo ifiaintain
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F 441 | 483.65(a) INFECTION CONTROL F 441 -‘
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The facility must establish and maintain an

infection control prograr designed to provide a

safe, sanitary, and comfortable environment and
to prevent the development and transmission of
disease and infection. The facility must establish
an infection control program under which it |

investigates, controls, and prevents infections in |

the facility; decides what procedures, such as
isolation sheuld be applied to an individual
resident; and maintains a record of incidents and
corrective actions related to infections.

This REQUIREMENT is not met as evidenced
by
Based on record review, observation and

interviews it was determined that the facility failed :

to ensure that a dressing freatment to a pressure
ulcer for one out of 40 census sampled residents |
(R16) was administered in a manner to prevent
infection. Findings include:

Resident R16 was initially admitted to the facility
on 09/10/2008 with a reentry date of 05/18/2009
following a hip fracture. Additional diagnoses for
this resident included abdominal pain,
constipation, urinary tract infection, hypertension
and dementia. The MDS (Minimum Data Set)
dated 05/25/2009 stated that R16 was cognitively
impaired and was totally dependent upon staff for
ali ADLs (activities of daily living). This MDS (5
day Medicare assessment) and the 14 day
Medicare assessment dated 05/28/2009 MDS
stated there were no pressure ulcers present.
The MDS (30 day Medicare assessment) dated
06/07/2009 stated the resident had 4 ( should
have been a 1) stage 4 pressure ulcers. The

1. Resident has been monitored for signs and
symptoms of infection with none evident.

2. Nurse E 12 was provided one on one education
on the proper procedure of the treatment.

3. American Medical Technology will conduct a
wound care in-service on 8/18/09. A Clinical
Care competency test will be completed by all
nurses by 8/23/09 and will include wound care
practices (see attached)

4, The SWIFT team, along with wing charge
nurses will conduct wound rounds with charge
nurses and observe treatments/procedures ona
weekly basis. The findings will be included in
the report at the monthly QA meeting. '

8/23/09
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nurses's note dated 06/03/2009 and timed 8 PM
noted on right heel a 5 cm by 4 cm dark blister
with skin intact. The docter was notified and ;
among the orders dated 06/03/2009 included 5
treatment with skin prep to the right heel, elevate
heels from bed and to use heel protectors. The
07/01/2009 physician orders repeated these
orders. :
On 07/10/2009 at 9:40 AM an observation was
made of (E12) the nurse providing the treatment
to R16's pressure ulcer. The nurse with a gloved
hand applied the first skin prep to the pressure |
ulcer. Then with this same gloved hand the nurse .
picked up the used skin prep from the floor. The |
nurse then with out washing hands or changing |
gloves applied a second new skin prep to the
right heel.
Interview with the (E12) nurse caring for R16 on i
7/13/09 at 7:00 AM reviewed the incorrect F 445 |
technigue used during application of the skin . . :
prep. 1. The temperature has been raised to the required .
F 445 | 483.65(c) INFECTION CONTROL - LINENS of at least 160 degrees
§S=D 2. Modifications to the system will be made to
Personne! must handle, store, process, and enable the water heater to continuously
transport linens so as to prevent the spread of maintain a minimum of 160 degrees by 8/2309
infection. , . . .
3. The daily Laundry inspection shéet and the
: Housekeeping AM and PM sheet will have
This REQUIREMENT is not met as evidenced added the Laundry water heater temperatures
by:
see attached
Based on observation of the laundry area on 4 (As b-co 2ttee report dedicated ¢
7/9/09, and staff interviews, it was determined ’ U HH.H, ‘ p icated to .
that the facility failed to handle and distribute Regulatory issues will be added to the Quality
linens so as to prevent the spread of infection, Assurance agenda to ensure that regulation
Findings include: changes are monitored
On 7/9/09 at 9:20 AM, observations of the laundry ‘ - 8/23/09
, , . : l
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F 445 | Continued From page 29 .

‘hot water boiler tank temperature gauges
revealed the hot water supply temperature to the
washers at 140 degrees Fahreriheit versus the
required temperature of @ 160 degrees
Fahrenheit minimum. Mainténance staff (E8)
interview confirmed this finding.

F 445
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